Editorial
It is no secret that the era of value-based payments has arrived. As of 2017, the Quality Payment Program (QPP) is being implemented as the bipartisan plan to shift Medicare reimbursements toward a pay-for-performance model. 1 Groups and individual providers must participate in the Merit-Based Incentive Payment System (MIPS) or an Advanced Alternative Payment Model, which involves the reporting of quality data to avoid penalties or eventually share in cost savings. Private insurers are likely to follow suit. With the first payment adjustments based on performance going into effect on January 1, 2019, providers need to understand how their performance against specific quality metrics will affect their reimbursements. Although payment reform is not a panacea for our health care systems challenges, it is the major vehicle to drive quality improvement.
What does all of this mean for surgeons? Surgeons in large academic institutions, large multispecialty groups, or who are employed by hospitals will likely have quality measures reported on their behalf, but may also have "skin in the game" for their individual reimbursements. Surgeons in smaller groups need to understand the options for reporting and assure a system is in place to avoid a penalty in 2019. More broadly, paying attention to these quality metrics is a shift in the mindset of the surgeon and for health systems. Wherever there is change, there is opportunity! The first step in transitioning to this era of "pay for performance" is fully embracing the "Triple Aim" in health care. As coined by the Institute for Healthcare Improvement, the Triple Aim is an approach to optimizing health system performance to achieve 3 goals: (1) improving the patient experience of care (including quality and satisfaction), (2) improving the health of populations, and (3) reducing the per capita cost of health care. 2 Surgeons can be leaders in embracing the quality component of these new payment models, and strive not only to avoid penalties but also to share in the cost savings. Although quality reporting comprises 60% of the MIPS score, quality goes beyond the designated metrics of the QPP. One of the central tenets of quality improvement is understanding that an element of human error is innate in the practice of medicine, but that it is our duty as physicians to minimize this potential for harm as much as possible. This means standardizing when appropriate, measuring outcomes, regular reporting and transparency, and developing methods for continuous feedback and improvement.
Notice that the Triple Aim focuses on optimizing the health care system. Although personal practice habits are important components of quality and safety, the larger goal of the Centers for Medicare & Medicaid Services and the Triple Aim is to address system-level challenges to navigate complex care, often requiring a team approach.
For example, let us take one of the quality metrics designated by MIPS: rate of 30-day hospital readmissions for surgery. Reducing 30-day readmissions requires coordination of care and timely follow-up, counseling patients on expectations, and a management plan for common postsurgical symptoms. In the Journal of the American College of Surgeons, Kassin et al reviewed 1442 general surgery patients and found a readmission rate of 11%. 3 Although the reasons for readmission after surgery are multifactorial, the authors found that postoperative complications, such as wound infections or postoperative urinary tract infections, were the most significant independent risk factors leading to hospital readmission. Another study on readmissions after colectomy for colon cancer found that patients with certain demographic factors-specifically elderly African American men with low socioeconomic status-had higher readmission rates. 4 Certainly, individual surgeon performance might influence postoperative complication rates, but taking a team approach to identify patients at increased risk for readmission can provide an opportunity to intervene preand postoperatively. Each complication or readmission prevented can have a large impact not only on cost to the system, but also, of course, to the patient.
What about population health? These new payment models require that surgeons shift their mindset from episodic interactions with patients to thinking about the larger context of their patients' populations. Under MIPS, reimbursements for surgeons will also be linked to primary care metrics like screening for smoking, hypertension, and obesity. Although this may seem like an added burden and outside the scope of a busy surgeon's practice, it is in the best interest of the patient and provider to address these problems. Obesity itself drives certain cancers, gallstone disease, and, of course, vascular complications. 5 For a single patient, addressing and managing comorbidities can help reduce postoperative complications, which we know contribute to readmissions. What surgeon wants to see her work be for naught? Smokers have significantly more postoperative pneumonia, surgical-site infections, and deaths. 6 Little has been done, however, to recognize or intervene to minimize these preoperative risk factors. On a population level, hypertension and smoking are still the leading risk factors for overall mortality. 7 The final tenet of the Triple Aim, cost, is better viewed as value. If we deliver high-quality, coordinated care, the cost to the system is reduced. Cost savings can take the form of fewer hospitalizations, fewer complications such as infections or venous thromboembolism, and less waste or redundancy. Coordinated care might reduce unnecessary or repeated preoperative evaluations.
We cannot discuss cost savings without discussing unnecessary procedures. However, unnecessary surgery remains a daunting reality that continues to expose patients to unjustified risks. Several studies show that certain surgical procedures are still performed regularly that are of little or no benefit to patients, such as spinal fusion for back pain and arthroscopic partial meniscectomy for knee injuries. 8 A few theories have been proposed for the continuation of unnecessary surgeries, including the ingrained culture of "this is what we have always done," and that surgeons have perverse financial incentives to perform these unnecessary procedures.
What would it look like for surgeons to embrace this paradigm shift of the Triple Aim? Surgeons can be advocates for transparency, and view quality reporting not just as another administrative hurdle, but as a way to identify areas of weakness. Perhaps surgeons can transform preoperative planning visits into a multidisciplinary team approach, one that addresses risk factors known to contribute to poor outcomes. What if these visits also addressed patients' expectations and goals, and anticipated their rehabilitation needs? What if surgeons were instead compensated for the time it takes to have an indepth risk-benefit discussion of a particular procedure, instead of the number of procedures performed or patients seen? What if new technologies and surgical techniques were studied not only for their effectiveness but also for their relative cost? Technology, instead of being a driver of cost, can be a tool for care coordination. Synchronized electronic medical record systems could reduce duplicate testing. Telehealth visits could aid in symptom management and care coordination.
Surgeons-all physicians-need to use their powerful position in society to be advocates for patient safety and quality. They need to be leaders in delivering coordinated, quality care, embracing transparency and reporting, and reducing exposure to unnecessary risk. These financial incentive shifts might be just the opportunity to put the patient back in the center. Putting the patients' needs first means forming a true partnership with shared decision making, addressing the patient's comorbidities, and taking ownership of care coordination. This teamwork approach can help achieve the goals of the Triple Aim and get back to the central goal of doctors, namely, to "first, do no harm."
